The Wales National Exercise Referral Scheme (NERS) is a 16-week programme including motivational interviewing, goal setting and relapse prevention. Method A pragmatic randomised controlled trial with nested economic evaluation of 2160 inactive participants with coronary heart disease risk (CHD, 1559, 72%), mild to moderate depression, anxiety or stress (79, 4%) or both (522, 24%) randomised to receive (1) NERS or (2) normal care and brief written information. Outcome measures at 12 months included the 7-day physical activity recall, the hospital anxiety and depression scale. Results Ordinal regression identified increased physical activity among those randomised to NERS compared with those receiving normal care in all participants (OR 1.19, 95% CI 0.99 to 1.43), and among those referred for CHD only (OR 1.29, 95% CI 1.04 to 1.60). For those referred for mental health reason alone, or in combination with CHD, there were significantly lower levels of anxiety (OR À1.56, 95% CI À2.75 to À0.38) and depression (OR À1.39, 95% CI À2.60 to À0.18), but no effect on physical activity. The base-case incremental cost-effectiveness ratio was £12 111 per quality adjusted life year, falling to £9741 if participants were to contribute £2 per session. Conclusions NERS was effective in increasing physical activity among those referred for CHD risk only. Among mental health referrals, NERS did not influence physical activity but was associated with reduced anxiety and depression. Effects were dependent on adherence. NERS is likely to be cost effective with respect to prevailing payer thresholds. Trial registration Current Controlled Trials ISRCTN47680448.
INTRODUCTION
It is widely recognised that regular physical activity is beneficial to both physical and mental health 1 It is associated with reduced risk from chronic diseases, including coronary heart disease (CHD) 2 and has been shown to be positively linked to mental health, 3 including depression. 4 Exercise referral schemes (ERS) can target specific patient or population subgroups with such conditions by providing contact with qualified exercise professionals (EP) and access to tailored programmes promoting physical activity.
Despite the rapid growth of ERS in the UK, the evidence base for their effectiveness and cost effectiveness is equivocal. The latest systematic review evidence prior to this study identified six randomised controlled trials from the UK, 5 where a modest but statistically significant improvement in activity with a combined RR of 1.2 (95% CI 1.06 to 1.35) was partly explained by poor rates of uptake and adherence, and a lack of intervention relapse-prevention strategies. Overall, results were consistent with previous reviews in that ERS increased physical activity in individuals who were already slightly active, 6 7 increases were not maintained long-term 7 and scheme attendance was poor. 8 International cost-effectiveness evidence was also equivocal, 5 9 with a pre-study review 10 identifying nine studies varying from €348 to €86 877 (£304 to £75 982) per quality adjusted life year (QALY) depending on scheme intensity.
In light of this, and the development of variable localised ERS throughout the UK, rigorous evidence is needed to distinguish scheme content that facilitates uptake and adherence and promotes longterm improvements in activity. 11 This paper reports an independent evaluation of the Welsh Government's National Exercise Referral Scheme (NERS) operating in 12 local health board (LHB) areas in Wales, UK, assessing its effectiveness and cost effectiveness in increasing physical activity and reducing anxiety and depression among patients referred for CHD risk and/or anxiety, depression and stress.
METHODS

Study design
A pragmatic randomised controlled trial, with nested process and economic evaluations (for full details, see published study protocol 12 ).
Recruitment of participants
Those eligible for the scheme were sedentary and had at least one medical condition (table 1) . Patients were identified opportunistically by clinicians in normal practice and were provided with basic trial information by the clinician who completed a referral form forwarded to the evaluation team. Those referred for reasons other than CHD and mental health could access the scheme outside of the trial, while those referred with CHD risk factors and/or mild to moderate anxiety, depression or stress were eligible for the trial and were sent full informed consent materials and a brief baseline questionnaire, with non-responders sent a repeat mailing 2 weeks later. The postal questionnaire requested demographic details, post code of residence and the general practice physical activity questionnaire (GPPAQ). 13 Eligible patients declining to participate in the trial entered a 12-month waiting list.
Randomisation
Each participant who consented and returned a completed baseline questionnaire was assigned a unique ID and entered sequentially into the study database. These were randomly assigned to the intervention ERS or control trial arm using a random number generator, with gender and LHB as stratification variables. Randomisation of forwarded referral forms occurred every 2 weeks, with treatment allocation blind and remote from participants and practitioners.
Intervention
The intervention followed a standardised protocol and was delivered at leisure centres by exercise professionals (EP) in each LHB 14 15 (box 1). The content, duration and intensity of the scheme were designed to promote adherence and long-term improvements in activity. Consultations were based on motivational interview 16 principles which facilitated patient-centred achievable goals, and included relapse-prevention strategies at 4 and 16 weeks to review goals and encourage attendance.
14 The primary goal was for participants to achieve 30 min of moderate physical activity on at least 5 days per week. EPs delivering the programme were not directly aware of whether or not a client was a trial participant but could potentially identify this on the basis of the reason for referral. Blinding of participants was not feasible. The control group received usual care and a leaflet highlighting the benefits of exercise, and were given the addresses of local facilities.
Sample size
Sample size was determined to detect a difference in total minutes of weekly activity at 12 months, with 1052 participants in each group providing 90% power to detect an effect size of 0.15 with no loss to follow-up and, more realistically, 87% and 84% power to detect an effect size of 0.15 if 20% and 25%, respectively, of randomised participants who were lost to follow-up. 16-week tailored programme of exercise supervised by a qualified exercise professional < Initial consultation with exercise professional on entry: lifestyle questionnaire, health check (resting heart rate, blood pressure, body mass index and waist circumference), introduction to leisure centre facilities, motivational interview and goal setting. < Access to one-to-one exercise instruction and/or group exercise classes. Discounted rate for exercise activities, £1 per session. < Four-week telephone contact with exercise professionald review of goals, motivational interview, relapse prevention. < Sixteen-week consultation with exercise professionald review of goals, motivational interview, health check, lifestyle questionnaire, service evaluation questionnaire 14 and advice on continuing with exercise after the programme.
Post-16-week activities < 8-months telephone contact by exercise professional to ask about their exercise behaviour and relapse prevention. < 12-months review including repeat of health check carried out at entry and Chester fitness step test.
Outcome measures
The primary outcome was total minutes of weekly physical activity at 12-month follow-up, assessed using the 7-day physical activity recall (7D-PAR) 17 administered by telephone 18 with interviewees blind to group allocation. For those telephone respondents unwilling to complete the 7D-PAR, the briefer GPPAQ measure was administered where possible.
A postal questionnaire was also sent to all study participants at 6 and 12 months, with non-responders sent a repeat mailing 2 weeks later. At 6 and 12 months, participants completed an adapted Client Service Receipt Inventory, 19 the health-related quality of life measure EQ-5D 20 and willingness-to-pay question. 21 The outcome measure for the economic analysis was the QALY derived using the EQ-5D, a generic preference-based instrument for measuring health-related quality of life. 20 The Client Service Receipt Inventory questionnaire 19 asked participants to recall their contacts with NHS primary care (including prescribing) and secondary care services over the preceding 6 months (baseline) and at 6 and 12 months after baseline. The questionnaire at 12 months also included a question asking participants how much (in UK pounds) they were, in theory, willing to pay for exercise sessions through NERS. 21 At 12 months, the questionnaire included the Baecke Questionnaire of Habitual Physical Activity (Baecke) 22 and the Hospital Anxiety and Depression Scale (HADS) (1983) 23 to assess depression and anxiety as secondary outcomes.
Analysis
As the primary outcome (7-D PAR) has a highly skewed and bimodal distribution, it was recoded according to approximate quintiles as a five-level ordinal variable, and proportional odds ordinal regression models were used with the stratification variables (gender, LHB area, age group (16e44, 45e59, 60+)) and baseline activity level (GPPAQ) as covariates. Secondary analysis excluded baseline activity level as a covariate. Analyses were repeated with imputed values for those who did not complete the 7-D PAR, but who did complete either the Baecke or GPPAQ at 12 months, using stochastic imputation based on their Baecke or GPPAQ measures. Subgroup analyses for gender, age group (16e44, 45e59, 60+), referral reason (mental health only, CHD only, or combination of CHD and mental health), and tertile of Welsh Index of Multiple Deprivation obtained for the lowerlayer super-output area of the participants' postcode of residence, 24 was assessed by including the main effect and interaction in separate models. We used the same approach with linear regression to explore our secondary outcome measures (HADS) for mental health referrals, or those referred for mental health/ CHD combined. The analyses of HADS among all participants are secondary to this analysis. Analyses were conducted on an intention-to-treat basis with the statistician unaware of how the treatment group variable was coded. For each outcome per protocol, analyses to identify whether outcomes vary in terms of adherence to the programme replaced the binary intervention variable with a three-level programme attendance variable; full attendance (for 16 weeks), partial attendance (1e16 weeks), and no exposure to programme (control group or non-attender).
Economic evaluation
Costs and benefits of NERS were estimated from a public sector perspective and were not discounted, as follow-up was for 1 year. A primary cost-utility analysis was conducted using the base-case intervention cost per participant (£385; n¼3530). As Figure 1 Flow diagram of the study. EQ5D, EuroQold5 Dimensions; HADS, Hospital Anxiety and Depression Scale; NERS, National Exercise Referral Scheme; 7-D PAR, 7-day physical activity recall.
EQ-5D was not included in the minimal data collection at baseline in this trial, conservatively, 6-month EQ-5D values were used as a baseline estimate to generate an incremental costeffectiveness ratio (ICER) at 12 months and cost effectiveness acceptability curve to compare with the National Institute of Health and Clinical Excellence (NICE) cost per QALY threshold of £20 000e£30 000. 25 National unit costs were applied to service use frequency data to estimate total costs of service use for patients, 26e28 and cost per QALY estimates were calculated using utility weights from EQ-5D. 29 When EQ-5D data were missing for 1 or 2 domains in the 5-domain scale (n¼26), stochastic imputation was used. A participant payment of either £1 or £2 per session (based on the findings from our willingnessto-pay analysis) was included in the sensitivity analysis, with a mean attendance of 2 sessions per week for the full 16-week programme at either £32 or £64. Economic subgroup analysis was conducted for reason of referral, age group, gender and adherence. 30 Cost-effectiveness analysis was conducted using Stata SE version 10. A nonparametric ManneWhitney U test was used to compare HR-QoL due to the skewedness of the EQ-5D data. Figure 1 shows participant flow through the study and numbers available for analysis; 1479 (68.5%) for 7D-PAR, 1795 (83.1%) for imputed 7D-PAR and 992 (45.9%) for HADS. Response rates were similar in the two groups. Of those allocated to the intervention, 43.8% (n¼473) completed the 16-week programme, 41.3% (n¼446) started the programme but did not complete it and 14.9% (n¼161) failed to attend. Table 2 shows baseline characteristics for those completing 7D-PAR (n¼1479) and HADS measures (n¼992) at 12-month follow-up. Although there is some evidence of greater loss to follow-up among younger participants and those referred in whole or part for mental health reasons, there was no strong evidence of differential loss to follow-up in terms of gender or deprivation.
RESULTS
Participant flow and follow-up
Baseline data
Participants were aged between 16 and 88 years (mean 52, SD 14.7), predominately women (66%) and the vast majority classed themselves as white (96%). Table 2 shows participants were most likely to be referred for CHD risk factors only (72%) or in combination with mental health issues (24%) and classed themselves as inactive (58.6%) or moderately inactive (15.3%), with 24% defining themselves as either active or moderately active. The economic analysis was based on 55% (n¼798) of the participants in the effectiveness analysis. The economic sample contained fewer younger participants (n¼140, 18%) than the main trial (n¼1423, 30%), and included a higher proportion of participants who were referred for CHD risk factors only (n¼616, 77%) compared with the main sample (n¼1559, 71%). More of them also completed the 16-week programme (62%, n¼247), with fewer partial (32%, n¼123) and non-attenders (8%, n¼30). The intervention and control groups were similar for all baseline characteristics. Table 2 Comparison of demographic characteristics by trial arm at baseline and for EuroQold5 Dimensions (EQ5D) and 12-month outcomes CHD, coronary heart disease; 7-D PAR, 7-day physical activity recall. Table 4 shows the results of the regression analyses for each of the primary outcomes at 12-month follow-up. For all participants, those in the intervention group had higher levels of physical activity than those in the control, but this was of borderline statistical significance. Among those referred for CHD risk factors, the intervention group reported significantly higher levels of activity, but there was no difference among those referred wholly or partially for mental health reasons. Among this group of referrals, those randomised to NERS had significantly lower levels of both depression and anxiety. Subgroup analyses showed effectiveness was highly dependent on adherence, with significantly greater differences in all outcomes among those who completed the 16-week programme compared with those who attended only partially or not at all. There were also significant interactions with gender for both mental health outcomes, with the beneficial effect of the intervention only apparent among women. There was a suggestion that the intervention was more effective on mental health outcomes among the youngest age group (18e44), although this was not statistically significant. Effects did not vary significantly by deprivation status.
Intervention effects
Cost effectiveness
The data on health-related quality of life and adherence to the programme are summarised in table 5. A significant difference in HR-QoL between the intervention and control groups was found using EQ-5D-VAS. For participants <44 years of age, the difference between both EQ-5D and VAS scores was significant. 62% (n¼247) of the sample upon which economic analysis was undertaken completed the 16-week programme, 32% (n¼123) attended fewer than 16 weeks and 8% (n¼30) did not attend at all. There were no significant differences in NHS resource use between the intervention and control groups, except that the control groups were referred for significantly more health-related tests (p¼<0.05) (data not presented). In the base-case analysis, the difference in costs between intervention and control group was £327, and the difference in QALYs was 0.027, which generated an ICER point estimate of £12 111 per QALY gained. The probability of the intervention being cost effective was 89% at the NICE threshold of £30 000 per QALY.
The results of sensitivity and subgroup analyses are summarised in table 6. Using the mean intervention and control group 6-month EQ-5D score as an estimate for the baseline, QALYs resulted in a decrease of the ICER from £12 111 (base case) to £6055 per QALY. When only the control group's mean EQ-5D value at 6 months was used as an estimate of baseline QALYs for both control and intervention groups, the ICER point estimate was £7109. This analysis demonstrates that using the 6-month EQ-5D data as an estimate of baseline, QALYs in the base-case analysis was a rather conservative approach. When possible, participant payments of £1 and £2 per session were added to the base-case analysis, the cost per QALY fell to £10 926 and £9741, respectively. Subgroup analyses found that the intervention is likely to be more cost effective in: participants with CHD and/or mental health risk factors compared with participants with a risk of CHD only; female rather than male participants; younger (<44 years) rather than older individuals. Subgroup analysis based on those who had adhered fully to the 16-week programme indicated a saving of e£367 per QALY gained.
DISCUSSION
Among those referred for CHD risk factors only, the NERS in Wales was associated with significantly higher levels of physical activity when compared with normal care. However, among those referred for mental health reasons, either solely or in combination with CHD, there was no difference in physical activity between the NERS and normal care participants at 12-month follow-up. The primary analysis of the trial was of the impact of the scheme on all referrals, and this was of borderline statistical significance, being in effect a pooled estimate of two heterogeneous subgroup effects. Two recent systematic reviews 31 32 have highlighted the need to examine variation in effectiveness based on medical condition, a view strongly supported by the current study. For patients referred for mental health reasons, the scheme was not effective in helping them to increase physical activity. Further planned analyses of data collected at 6 months will allow an assessment of whether the scheme was effective in increasing self-efficacy and motivation to exercise among these patients. Consistent with recent systematic review findings, 31 32 patients referred for mental health reasons did appear to benefit in terms of reduced anxiety and depression, particularly in this trial among women and younger patients. This suggests that for these patients, the EP's attention and the social contact and support generated by scheme attendance may be the beneficial mechanisms rather than increased physical activity per se, a hypothesis requiring further research.
One of the recent reviews also highlights the importance of scheme uptake, adherence and their predictors in explaining outcomes: NERS uptake at 85% was slightly above the average (80%) found in the review. 32 Although only 44% of intervention participants adhered to the scheme throughout, this compares favourably with the pooled rate of 37% across schemes assessed by trials in the review. 32 The relationship between adherence, psychosocial processes and 12-month outcomes will be assessed in future papers.
A pre-study review suggested that low-contact and lowintensity physical activity interventions are more cost effective than more intensive interventions. 10 NERS is an intensive 16-week programme which we have found to be likely to be cost effective at conventional thresholds, a finding consistent with recent cost-effectiveness reviews, 32 33 which modelled lifetime benefits and showed a 51% probability of cost effectiveness at £20 000 per QALY and 88% at £30 000 per QALY.
Strengths and weaknesses of the study
A pre-study systematic review of ERS found only six RCTs in the UK and identified a number of shortcomings, including Table 4 Main effects and interaction effects -ORs and 95% CIs from ordinal logistic regression models examining impacts of NERS on physical activity and B coefficients and 95% CIs from linear regression models examining impacts of NERS on depression and anxiety blinding of outcome measurement, the need for long-term follow-up and the generalisability of the study population. 5 A more recent review of eight European RCTs 31 suggested that substantial heterogeneity in the quality and nature of schemes may have contributed to inconsistent evidence of their effectiveness and identified the need for further high-quality RCTs of theoretically informed approaches to behaviour change (including motivational interviewing). They also highlighted the need to assess subgroup effectiveness.
In NERS, motivational interviewing was used as a clearly identified approach to behaviour change, though implementation checks indicated that it was often poorly delivered 16 with data indicating that in practice, the key active ingredients of the programme were the professionals' support and supervision and interaction with other patients. 34 This suggests that scheme effectiveness could be improved with increased attention to fidelity of motivational interviewing. The importance of subgroup analysis based on medical condition is highlighted in the inconsistent outcomes for CHD and mental health referrals observed in the current study. In addition, the primary outcome was collected at 12 months by researchers blinded to condition. Physiological outcomes and objective measures of physical activity were not collected. However, the 7D-PAR is well validated and was administered by telephone which provides a more reliable measure than postal questionnaires. 35 Confidence in the robustness of findings is enhanced by the relatively high response rate achieved for the primary outcome (68.5%) compared with equivalent community trials of ERS. 5 Using other measures of physical activity (Baecke and GPPAQ) to impute scores for weekly activity for those without a 7D PAR measure provided an enhanced response rate of 83.1%, although it should be acknowledged that GPPAQ was developed as a clinical screening, rather than a data-capture tool.
Significantly, as a pragmatic policy evaluation, results are likely to have high external validity and generalisabilty. 36 There was minimal control over the implementation of the intervention, other than randomisation, and it was delivered across Wales by a wide range of professionals to patients from areas covering the full spectrum of socioeconomic circumstances. The NERS in Wales shares many features of similar schemes implemented across the UK. 37 It should also be noted that there was a much lower response rate to the 12-month postal questionnaire, and thus the economic and mental health analyses are based on a smaller number of participants. Although there was no strong patterning in response rates, these may be subject to unmeasured response bias, and it is acknowledged that cost effectiveness is assessed at 12 months only.
As in previous studies, 5e7 it should be noted that a significant minority of trial participants, who were referred on the basis of their clinician identifying them as sedentary, reported activity levels at baseline which classed them as active or moderately active by GPPAQ criteria. The inclusion of this subgroup may What is already known on this subject < Previous evaluations of Exercise Referral Schemess in the UK have found only modest improvements in physical activity in the short term, and there is uncertainty whether such approaches are cost effective. These effects are partly explained by poor rates of uptake and adherence to the schemes and a lack of intervention relapse-prevention strategies. well have contributed to higher levels of adherence and activity, however, as a pragmatic policy trial it was important that these individuals were not excluded. Given the number of policy and practice constraints that have inhibited such evaluations, 11 the current study provides a relatively rare example of a pragmatic randomised trial of a national ERS and demonstrates the feasibility of calls for an increase in such trials of public health interventions. 38 
CONCLUSION
NERS was effective in increasing physical activity among those referred with CHD risk factors. Although there was no increase in physical activity among those referred for mental health reasons, anxiety and depression were reduced. These effects were highly dependent on adherence to the programme. NERS is likely to be cost effective under prevailing payer thresholds.
What this study adds < At 12-month follow-up, the Wales NERS was associated with increased physical activity among those referred for coronary heart disease risk factors. Among those referred for mental health reasons, there were reductions in depression and anxiety without any increase in physical activity. < Programme intensity and the provision of relapse strategies appear to be effective in promoting relatively high rates of adherence to the scheme, which was associated with greater improvements on all outcomes.
Policy implications
< Applying the NICE threshold of £20 000e£30 000 per QALY to wider government spending, the Wales National exercise Referral Scheme has a moderate to high probability of being cost effective. < Pragmatic effectiveness trials nested within government policy roll-outs are feasible and provide opportunities to develop generalisable public health intervention research evidence.
